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The statistics show that the incidence of acute cases has fallen from 700,000 new cases in 1990 to the current estimate of 29,000 -30,000 per year by vector-borne transmission, plus 8,000 other cases by other modes such as transfusion and the digestive tract, owing to ingestion of food contaminated by Trypanosoma cruzi, 2 as described by Ortiz et al. 3 in their publication in this journal, in which they report 63 cases of cases of the acute form of Chagas disease in the state of Amazonas over a period of eight years, with oral transmission in 75% of the patients.
Despite the significant annual fall in its incidence and prevalence in the Americas, Chagas disease remains a serious public health problem, causing the death of approximately 12,000 persons per year. It also has a high socioeconomic cost, recently estimated at 500 million dollars in Latin America, with an annual loss of 770,00 life-years (adjusted) per premature death or loss of productive years resulting from physical disability. 4 The slow progression of laboratory methods of diagnosis and of the development of new, more efficacious drugs, better tolerated by the patient, as well as the precarious nature of public health policies aimed at the extinction of the disease cause it to be classified as a "neglected disease". 1, 2, 5, 6 It is estimated that only 1% of the patients infected with T cruzi receive the appropriate diagnosis and treatment every year. 2 The article by Ortiz et al. 3 draws attention to some important facts: the first of these is the increased incidence of acute cases by oral transmission in the Amazon region, where acute cases in isolation or during an outbreak have been recorded in familial micro-epidemics by oral transmission through food contaminated by triatomine or their stools. Other authors have highlighted the regional nature of the epidemic, 1, [7] [8] [9] [10] noting that this form of transmission of the disease is much more effective than the vector mode of transmission.
The other aspect emphasized by those authors is the less aggressive effect of the disease on the heart, with a high percentage of the patients in their sample without any signs of myocarditis when assessed by electrocardiography (70% normal) and transthoracic echocardiography (87% normal). Despite the debatable limitations of these two methods for the detection of myocarditis, it is likely that peculiar regional features can account for these findings.
From the genotyping studies of T. cruzi, Ortiz et al. 3 suggest that the lower prevalence of cardiac disorders in their patients may be related to the T. cruzi lineage known as TcIV found in outbreak patients, whose pathogenicity, albeit poorly understood, may have a lower morbidity when compared with the TcII lineage found in other endemic areas.
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The application of new knowledge of genetics and longitudinal studies designed to test this hypothesis is likely to produce important information for the management of these patients.
Lastly, the findings of Ortiz et al. 3 on the treatment of the acute phase of the treatment of Chagas disease w i t h B e n z n i d a z o l e d e s e r v e t o b e e m p h a s i z e d . However, information on this subject is scanty, being based on nonrandomized studies with insufficient numbers of patients and observation time. Although the definition of the criteria for a cure remains controversial, there is currently a consensus that treatment with Benznidazole should be carried out in the acute forms of the disease and that the patient is likely to benefit in the long term. 1, 2, 10, 12 The small size of the sample, the relatively short period of follow-up and the adoption of substitute outcomes in the evaluation of the results are limitations occurring with some frequency in the publications on this subject and these considerations also apply to the study by Ortiz et al. 3 Nonetheless the information presented is significant and may provide new information for improving the diagnosis and treatment of Chagas disease. 
